The scaphoid bone is the most commonly broken carpal bone and an untoward characteristic of this bone is its unpredictable union. The management of scaphoid nonunion still remains controversial with a reported failure rate up to 40% and absence of a "gold standard" of treatment. Based on the new concepts of the potential osteogenic capacity of the nonunion cells with the ability to heal, the encouraging results generated by increasing vascularization within the metaphyseal radius, and ulna decompression used in the treatment of Kienböck disease as well as the advantages of minimal surgical trauma using percutaneous and arthroscopic techniques, we propose to treat scaphoid nonunions with (a) arthroscopicassisted reduction and internal fixation (AASSIF) and adding (b) metaphyseal core decompression of the distal radius (MCDDR) in advanced stages, without bone graft. Material and Methods: We evaluated retrospectively 48 patients with scaphoid nonunions treated prospectively by (AASSIF) with (MCDDR) in 48 cases. The average age was 30.63 years. The right side was affected in 31 patients, and 79.7% corresponded to the dominant extremity. The mean time from injury to surgery was 22.93 months. The nonunions were grouped according to the Slade-Dodds classification. Results: Scaphoid union was obtained in 44 patients, 4 patients failed to obtain healing. One patient decided to not be operated again, because of the lack of symptoms. Three required a new surgical procedure 9 months later. In 2 patients, the failures were by improper placement of the screw, although these patients had no symptoms. In cystic and/or magnitude bone nonunion defects with large zones of necrosis, defect filling was observed, even in those cases in which the loss of bone stock exceeded 10 mm. The biological effect of the metaphyseal decompression characterized by an increased hyperemia over the radial column was demonstrated with SPECT studies. The visual analogue scale showed an average of 1.04 (0-2) postoperative pain. The average postoperative range of function was 65.3° extension (range, 46° to 88°), 69.2° flexion (range, 55° to 88°), 10.7° radial deviation (range, 5° to 20°), and 26° ulnar deviation (range, 20° to 37°). The average Mayo score was 95 ± 6. Conclusion: We recommend arthroscopic-assisted internal fixation without bone grafting and core decompression of the distal radius for young or middle-aged nonsmoking patients with scaphoid nonunions including cystic and deformed types, typical of advanced stages. The method is not recommended for nonunions with significant sclerosis or in those with a very small proximal fragment in which solid screw fixation would be questionable.
Objective/Hypothesis: Scaphoid fractures are a rare and account only 2% to 3% of all fractures and 10% of all hand fractures. But they make up to 60% of all carpal fractures. In all, 70% to 80% of the blood supply of the scaphoid occur through terminal vessels of the radial artery. Due to its special anatomy and blood supply, Herbert and Fisher introduced in 1984, for the first time, the headless bone screw. Since then many studies were published with the aim to improve stability. So new screw designs were developed both biomechanically and clinically. Displaced scaphoid fractures are treated typically with headless bone screws, but a treatment with 1 screw will not lead to absolute stability. Due to the complex and multidirectional movements of the scaphoid, 1 screw is, specially against rotational forces, insufficient. Therefore, some authors started to use temporary antirotation k wires. Main aim of this study was to compare radiological outcomes between scaphoid fractured stabilized by 1 and 2 headless bone screws. So the null hypothesis was that there is no difference in healing rate between scaphoid fractures treated by 1 and 2 headless bone screws. Secondary aim of this study was to compare functional results between the groups. Materials and Methods: All B2 scaphoid fractures from January 2009 till February 2015 had been included in this study and analyzed retrospectively. Inclusion criteria were (1) stabilization by 1 or 2 headless bone screws, (2) B2 fracture of the scaphoid according to the classification of Herbert and Krimmer, and (3) existing preoperative computed tomography (CT) scan. Exclusion criteria included (1) additional injuries of the wrist and (2) prior existing wrist injuries. For statistical purposes, age, gender, cause of accident, and range of motion had been analyzed. As well, the last x-rays and CT scans were analyzed in respect of fracture healing, arthrosis, and complications. Results: Forty-five patients met inclusion criteria. Thirty-two had been stabilized by 1 and 13 by 2 headless bone screws. Mean interval between injury and surgery was 4 weeks and mean follow-up interval 7 months. At last follow-up, 12/13 (92%) healed in the group treated by 2 headless bone screws and 22/32 (69%) in the group stabilized by 1 screw. No differences in respect of range of motion were accounted. Conclusion: Stabilization of B2 scaphoid fractures by 2 headless bone screws lead to better healing rates than a stabilization by 1 screw with equally functional outcome.
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